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the State mental health authority has 
determined, based on an independent 
physical and mental evaluation per-
formed by a person or entity other 
than the State mental health author-
ity, prior to admission, 

(A) That, because of the physical and 
mental condition of the individual, the 
individual requires the level of services 
provided by a nursing facility; and 

(B) If the individual requires such 
level of services, whether the indi-
vidual requires specialized services; or 

(ii) Intellectual disability, as defined 
in paragraph (k)(3)(ii) of this section, 
unless the State intellectual disability 
or developmental disability authority 
has determined prior to admission— 

(A) That, because of the physical and 
mental condition of the individual, the 
individual requires the level of services 
provided by a nursing facility; and 

(B) If the individual requires such 
level of services, whether the indi-
vidual requires specialized services for 
intellectual disability. 

(2) Exceptions. For purposes of this 
section— 

(i) The preadmission screening pro-
gram under paragraph (k)(1) of this sec-
tion need not provide for determina-
tions in the case of the readmission to 
a nursing facility of an individual who, 
after being admitted to the nursing fa-
cility, was transferred for care in a 
hospital. 

(ii) The State may choose not to 
apply the preadmission screening pro-
gram under paragraph (k)(1) of this sec-
tion to the admission to a nursing fa-
cility of an individual— 

(A) Who is admitted to the facility 
directly from a hospital after receiving 
acute inpatient care at the hospital, 

(B) Who requires nursing facility 
services for the condition for which the 
individual received care in the hos-
pital, and 

(C) Whose attending physician has 
certified, before admission to the facil-
ity that the individual is likely to re-
quire less than 30 days of nursing facil-
ity services. 

(3) Definition. For purposes of this 
section— 

(i) An individual is considered to 
have a mental disorder if the indi-
vidual has a serious mental disorder as 
defined in § 483.102(b)(1). 

(ii) An individual is considered to 
have an intellectual disability if the 
individual has an intellectual dis-
ability as defined in § 483.102(b)(3) or is 
a person with a related condition as de-
scribed in § 435.1010 of this chapter. 

(4) A nursing facility must notify the 
state mental health authority or state 
intellectual disability authority, as ap-
plicable, promptly after a significant 
change in the mental or physical condi-
tion of a resident who has a mental dis-
order or intellectual disability for resi-
dent review. 

[56 FR 48871, Sept. 26, 1991, as amended at 57 
FR 43924, Sept. 23, 1992; 62 FR 67211, Dec. 23, 
1997; 63 FR 53307, Oct. 5, 1998; 64 FR 41543, 
July 30, 1999; 68 FR 46072, Aug. 4, 2003; 71 FR 
39229, July 12, 2006; 74 FR 40363, Aug. 11, 2009; 
81 FR 61563, Sept. 6, 2016; 81 FR 68857, Oct. 4, 
2016] 

§ 483.21 Comprehensive person-cen-
tered care planning. 

(a) Baseline care plans. (1) The facility 
must develop and implement a baseline 
care plan for each resident that in-
cludes the instructions needed to pro-
vide effective and person-centered care 
of the resident that meet professional 
standards of quality care. The baseline 
care plan must— 

(i) Be developed within 48 hours of a 
resident’s admission. 

(ii) Include the minimum healthcare 
information necessary to properly care 
for a resident including, but not lim-
ited to: 

(A) Initial goals based on admission 
orders. 

(B) Physician orders. 
(C) Dietary orders. 
(D) Therapy services. 
(E) Social services. 
(F) PASARR recommendation, if ap-

plicable. 
(2) The facility may develop a com-

prehensive care plan in place of the 
baseline care plan if the comprehensive 
care plan— 

(i) Is developed within 48 hours of the 
resident’s admission. 

(ii) Meets the requirements set forth 
in paragraph (b) of this section (except-
ing paragraph (b)(2)(i) of this section). 

(3) The facility must provide the resi-
dent and their representative with a 
summary of the baseline care plan that 
includes but is not limited to: 

(i) The initial goals of the resident. 
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(ii) A summary of the resident’s 
medications and dietary instructions. 

(iii) Any services and treatments to 
be administered by the facility and 
personnel acting on behalf of the facil-
ity. 

(iv) Any updated information based 
on the details of the comprehensive 
care plan, as necessary. 

(b) Comprehensive care plans. (1) The 
facility must develop and implement a 
comprehensive person-centered care 
plan for each resident, consistent with 
the resident rights set forth at 
§ 483.10(c)(2) and § 483.10(c)(3), that in-
cludes measurable objectives and time-
frames to meet a resident’s medical, 
nursing, and mental and psychosocial 
needs that are identified in the com-
prehensive assessment. The com-
prehensive care plan must describe the 
following: 

(i) The services that are to be fur-
nished to attain or maintain the resi-
dent’s highest practicable physical, 
mental, and psychosocial well-being as 
required under § 483.24, § 483.25, or 
§ 483.40; and 

(ii) Any services that would other-
wise be required under § 483.24, § 483.25, 
or § 483.40 but are not provided due to 
the resident’s exercise of rights under 
§ 483.10, including the right to refuse 
treatment under § 483.10(c)(6). 

(iii) Any specialized services or spe-
cialized rehabilitative services the 
nursing facility will provide as a result 
of PASARR recommendations. If a fa-
cility disagrees with the findings of the 
PASARR, it must indicate its rationale 
in the resident’s medical record. 

(iv) In consultation with the resident 
and the resident’s representative(s)— 

(A) The resident’s goals for admission 
and desired outcomes. 

(B) The resident’s preference and po-
tential for future discharge. Facilities 
must document whether the resident’s 
desire to return to the community was 
assessed and any referrals to local con-
tact agencies and/or other appropriate 
entities, for this purpose. 

(C) Discharge plans in the com-
prehensive care plan, as appropriate, in 
accordance with the requirements set 
forth in paragraph (c) of this section. 

(2) A comprehensive care plan must 
be— 

(i) Developed within 7 days after 
completion of the comprehensive as-
sessment. 

(ii) Prepared by an interdisciplinary 
team, that includes but is not limited 
to— 

(A) The attending physician. 
(B) A registered nurse with responsi-

bility for the resident. 
(C) A nurse aide with responsibility 

for the resident. 
(D) A member of food and nutrition 

services staff. 
(E) To the extent practicable, the 

participation of the resident and the 
resident’s representative(s). An expla-
nation must be included in a resident’s 
medical record if the participation of 
the resident and their resident rep-
resentative is determined not prac-
ticable for the development of the resi-
dent’s care plan. 

(F) Other appropriate staff or profes-
sionals in disciplines as determined by 
the resident’s needs or as requested by 
the resident. 

(iii) Reviewed and revised by the 
interdisciplinary team after each as-
sessment, including both the com-
prehensive and quarterly review assess-
ments. 

(3) The services provided or arranged 
by the facility, as outlined by the com-
prehensive care plan, must— 

(i) Meet professional standards of 
quality. 

(ii) Be provided by qualified persons 
in accordance with each resident’s 
written plan of care. 

(iii) Be culturally-competent and 
trauma–informed. 

(c) Discharge planning—(1) Discharge 
planning process. The facility must de-
velop and implement an effective dis-
charge planning process that focuses 
on the resident’s discharge goals, the 
preparation of residents to be active 
partners and effectively transition 
them to post-discharge care, and the 
reduction of factors leading to prevent-
able readmissions. The facility’s dis-
charge planning process must be con-
sistent with the discharge rights set 
forth at § 483.15(b) as applicable and— 

(i) Ensure that the discharge needs of 
each resident are identified and result 
in the development of a discharge plan 
for each resident. 
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(ii) Include regular re-evaluation of 
residents to identify changes that re-
quire modification of the discharge 
plan. The discharge plan must be up-
dated, as needed, to reflect these 
changes. 

(iii) Involve the interdisciplinary 
team, as defined by § 483.21(b)(2)(ii), in 
the ongoing process of developing the 
discharge plan. 

(iv) Consider caregiver/support per-
son availability and the resident’s or 
caregiver’s/support person(s) capacity 
and capability to perform required 
care, as part of the identification of 
discharge needs. 

(v) Involve the resident and resident 
representative in the development of 
the discharge plan and inform the resi-
dent and resident representative of the 
final plan. 

(vi) Address the resident’s goals of 
care and treatment preferences. 

(vii) Document that a resident has 
been asked about their interest in re-
ceiving information regarding return-
ing to the community. 

(A) If the resident indicates an inter-
est in returning to the community, the 
facility must document any referrals 
to local contact agencies or other ap-
propriate entities made for this pur-
pose. 

(B) Facilities must update a resi-
dent’s comprehensive care plan and dis-
charge plan, as appropriate, in response 
to information received from referrals 
to local contact agencies or other ap-
propriate entities. 

(C) If discharge to the community is 
determined to not be feasible, the facil-
ity must document who made the de-
termination and why. 

(viii) For residents who are trans-
ferred to another SNF or who are dis-
charged to a HHA, IRF, or LTCH, assist 
residents and their resident representa-
tives in selecting a post-acute care pro-
vider by using data that includes, but 
is not limited to SNF, HHA, IRF, or 
LTCH standardized patient assessment 
data, data on quality measures, and 
data on resource use to the extent the 
data is available. The facility must en-
sure that the post-acute care standard-
ized patient assessment data, data on 
quality measures, and data on resource 
use is relevant and applicable to the 

resident’s goals of care and treatment 
preferences. 

(ix) Document, complete on a timely 
basis based on the resident’s needs, and 
include in the clinical record, the eval-
uation of the resident’s discharge needs 
and discharge plan. The results of the 
evaluation must be discussed with the 
resident or resident’s representative. 
All relevant resident information must 
be incorporated into the discharge plan 
to facilitate its implementation and to 
avoid unnecessary delays in the resi-
dent’s discharge or transfer. 

(2) Discharge summary. When the fa-
cility anticipates discharge a resident 
must have a discharge summary that 
includes, but is not limited to, the fol-
lowing: 

(i) A recapitulation of the resident’s 
stay that includes, but is not limited 
to, diagnoses, course of illness/treat-
ment or therapy, and pertinent lab, ra-
diology, and consultation results. 

(ii) A final summary of the resident’s 
status to include items in paragraph 
(b)(1) of § 483.20, at the time of the dis-
charge that is available for release to 
authorized persons and agencies, with 
the consent of the resident or resi-
dent’s representative. 

(iii) Reconciliation of all pre-dis-
charge medications with the resident’s 
post-discharge medications (both pre-
scribed and over-the-counter). 

(iv) A post-discharge plan of care 
that is developed with the participa-
tion of the resident and, with the resi-
dent’s consent, the resident representa-
tive(s), which will assist the resident to 
adjust to his or her new living environ-
ment. The post-discharge plan of care 
must indicate where the individual 
plans to reside, any arrangements that 
have been made for the resident’s fol-
low up care and any post-discharge 
medical and non-medical services. 

[81 FR 68858, Oct. 4, 2016] 

§ 483.24 Quality of life. 

Quality of life is a fundamental prin-
ciple that applies to all care and serv-
ices provided to facility residents. 
Each resident must receive and the fa-
cility must provide the necessary care 
and services to attain or maintain the 
highest practicable physical, mental, 
and psychosocial well-being, consistent 
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